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Mr. SHERMAN. I yield to the gen-

tleman from Texas.
Mr. TURNER. Mr. Speaker, I want to

join with the gentlewoman from North
Carolina (Mrs. CLAYTON).

I come from east Texas. The area
that I represent is still operating off
the old economy. The new economy
had not made it there yet. And the old
economy is not doing so well in rural
America and inner city America.

That is why I feel so strongly, as my
colleague does, about Congress making
the right choices with regard to how
we handle our Federal spending, our
tax cuts.

As Democrats, we believe in tax cuts
and we believe in tax cuts that are
aimed at the people that really need
them. I think it is important for us in
trying to engage in this dialogue with
the American people for them to under-
stand that we want to see taxes go
down just as much as anyone else in
this body. But we want it to happen in
a way that is good for the sustained,
long-term growth of this country; and
paying down the debt is a part of that,
and we need to make that a priority.

I want to thank the gentleman from
California (Mr. SHERMAN) for leading in
this hour. It has been very informative
to hear an individual with his back-
ground in accounting and finance talk
about the details of the tax proposals
that have been before this House in the
last 10 days. I commend him for his
leadership on these issues.

I know the gentlewoman from North
Carolina (Mrs. CLAYTON) joins me as we
all try to move forward together and
try to accomplish things that will
bring us a better future for all of our
children and our grandchildren.

Mr. SHERMAN. Mr. Speaker, I have
a few more examples and facts I want
to quickly get into the RECORD. I prom-
ised I would wrap up just a few minutes
after 4. We could, obviously, continue
for another hour.

But let me first just make sure this
RECORD reflects the analysis of citizens
for tax justice. I mentioned it earlier
that 45 percent of the benefits in the
Republican package go to the top one
percent of American families.

These families, on average, will save
$54,000. These families typically have
incomes of over three-quarters of a
million dollars a year already.

So the decision on who should benefit
from this tax bill is as severely mis-
taken as the analysis that led to the
unreasonable and fiscally irresponsible
size of the tax bill.
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Finally, for those who listened to the
debates just before the tax bill was
adopted, from time to time a Member
of the majority would stand up and
say, after a Democrat had spoken, do
you realize the family in your State on
average will save $3,000 or $3,500 under
the tax bill?

It sounded like a big number. Let me
make sure that that is corrected. Yes,
indeed, the, quote, average person in

my State would save $3,500. That is
over a 10-year period. So that is $350 a
year. But that is the average person.
Not the median but the mean.

Let me just explain the difference. If
you have got Al Checci, the gentleman,
you may remember, who owns about
half of Northwest Airlines, spent a lot
of money in my State running for gov-
ernor. If Al saves $10 million on his
taxes and then we have got 1,000 fami-
lies in another part of my district sav-
ing $10 on their taxes, well, that all
averages up to a much higher number.
The average simply looks at the huge
amount of the tax break and divides it
by the number of families. But the
mean is when you look at the typical
average family, what do they get. And
typically under this tax bill, they get
about 30 cents a day.

For God’s sake, let us not risk Amer-
ica’s current and tenuous prosperity,
let us not risk this economic expansion
on the joy that a few will get in giving
tax breaks to a very few Americans,
and certainly let us not risk this eco-
nomic recovery and economic expan-
sion on 30 cents a day of tax cuts for
the average American family.

f

MEDICARE
The SPEAKER pro tempore (Mrs.

BIGGERT). Under the Speaker’s an-
nounced policy of January 6, 1999, the
gentlewoman from Connecticut (Mrs.
JOHNSON) is recognized for 60 minutes
as the designee of the majority leader.

Mrs. JOHNSON of Connecticut.
Madam Speaker, I rise today to address
the increasingly acute, immediate
problems in our Medicare program, one
of the pillars of retirement security for
America’s seniors. It is significant that
I rise at a time when Republicans,
Democrats, the Congress and the Presi-
dent recognize that Medicare must in-
clude a new prescription drug benefit.
While I strongly agree that we need to
add prescription drugs to the Medicare
system, we must provide coverage pru-
dently and fairly and not by endan-
gering funding for other Medicare serv-
ices. Medicare simply cannot tolerate
the scheduled deep cuts ahead, much
less the billions of dollars in cuts pro-
posed by the President in his budget
and in the outline of his prescription
drug proposal. I fervently believe that
we must address the current problems
immediately or hundreds of providers
nationwide will close their doors, cre-
ating a crisis in access to care for our
seniors of unprecedented proportions.

My purpose in this speech today is
not to address long-term reform of
Medicare nor the crying need to pro-
vide access to prescription drugs
through Medicare, as important as
those issues are to strengthening this
crucial seniors’ security program.

My purpose is more mundane and
more urgent. It is critical to assuring
seniors’ access to quality care now and
to assuring the survival of critical
community health care institutions
like our local hospitals, home health
agencies and nursing homes.

In 1997, Congress adopted many re-
forms to Medicare because it was gal-
loping toward bankruptcy. Already in
1997, it was paying out more for serv-
ices than it was collecting in payroll
taxes and premiums. Medicare spend-
ing was exploding, especially in the
areas of home health and skilled nurs-
ing facility costs. And as it reached the
unsustainable level of 11 percent
growth per year, the Balanced Budget
Act reforms were adopted to cut this
growth rate in half, from 11 percent to
5.5 percent, a modest and responsible
goal.

Why, then, are home health agencies,
nursing homes and hospitals begging us
to hear their problems and pleading for
relief? Alas, it is simple. The projected
savings from the Balanced Budget Act
were $106 billion over 5 years. The real
savings that will be achieved are about
$100 billion above that. While the goal
was to slow the rate of growth to 5.5
percent, growth has dropped to 1.5 per-
cent, though the number of seniors and
frail elderly continues to grow.

I believe we face a crisis and must
act now. While the data from the real
world has not reached the shores of
Washington, in the real world in my es-
timation the crisis is immediate and
beginning to endanger the quality of
care available under Medicare. Seniors’
access is at stake and the very institu-
tions we depend on for care are at risk.

There are five causes for the very se-
rious problems we face in Medicare:

First, though a relatively minor fac-
tor, important mistakes were made in
writing the Balanced Budget Act re-
forms.

Second, bureaucratic problems have
developed and are delaying payments
to providers for many, many months.

Third, the reform bill included ex-
panded funding and authority to elimi-
nate fraud and abuse. As a result, the
Inspector General has not only identi-
fied and eliminated a lot of fraud and
abuse but has changed many rules, de-
laying payments unmercifully and un-
fairly in my mind. Further, the fear of
the Inspector General is causing some
providers to cancel negotiated dis-
counts and pushing costs up as reim-
bursements are going down, all because
the Inspector General is ignoring old
rules and refusing to clarify new ones.

Fourth, the fact that rates are based
on data that is 4 years old is exacer-
bating our problems dramatically.

And, fifth and possibly the most sig-
nificant cause of the looming crisis is
the unintended and unanticipated con-
sequences of the interaction of the
many changes in payment levels and
payment systems made by both public
and private payers over a short period
of time.

In fairness, we have placed enormous
burdens on the good people of the
Health Care Financing Administration
which administers Medicare and their
claims processors and on the providers
with the level of changes that we have
enacted. It would be sheer hubris to be-
lieve that so many changes could be
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implemented without unintended con-
sequences, especially as they are inter-
acting with private sector changes of a
pace and a breadth unprecedented. Not
surprisingly, there are slowdowns in
the payments, real mistakes to be cor-
rected and unanticipated problems to
be solved. There is no shame in the
problems. The shame would be if we did
not address them this Congress.

We must simply have the political
courage to examine the concerns of the
providers and deal with those that are
legitimate, and we must have the cour-
age to fund the changes from the sur-
plus we have set aside for retirement
security since many of what we call
surplus dollars are dollars we appro-
priated to spend on care for Medicare
patients and that are needed by those
very patients.

Some people are discouraging action
and criticizing providers for whining.
Not so. Go visit hospitals, nursing
homes, home health agencies and phy-
sicians. Changes made and the addi-
tional cuts of $11 billion proposed by
the President in his budget will, I
think, put providers in severe con-
straints, put many small providers out
of business, and will go directly to af-
fect access and quality of care for our
seniors. We cannot expect facilities to
simply absorb millions of dollars of
loss without compromising their role
in our communities. We cannot expect
small providers that are not getting
paid for many months to be able to
meet payroll, provide medications and
meet the standard of care we expect.

Over the August District Work Pe-
riod, I encourage my colleagues to
meet with providers in their district
and listen to what they are going
through, see what precisely they are
facing and the impact the current law
cuts in the HCFA administration, the
administrators of Medicare, their ac-
tions are having on service availability
and quality. Then make your judg-
ment. I think you will come to the
same conclusion that I have. Through
many visits to hands-on caregivers, I
am convinced that providers cannot
survive if we do not act and the admin-
istration does not provide relief from
policies that are harsh and unfair and
begin spending the full appropriation
provided for Medicare services.

Congress must listen up and act. The
administration, HCFA, the agency that
governs the Medicare program, must
also listen up and act, for it will take
all of us working hard and now to pre-
vent a catastrophic loss of providers,
research capability and sophisticated
treatment options.

We do not need to fundamentally
undo the reforms adopted in 1997. In
fact, we cannot undo those reforms be-
cause we must succeed in slowing the
rate of growth in Medicare. But we
must act now to respond to the doubly
deep cuts that resulted unintentionally
from the law to preserve access to
needed health care services and ensure
community providers will survive.

I will now look at each sector, nurs-
ing homes, hospitals and home health

agencies, to suggest administrative
fixes in the way the balanced budget is
being implemented and legislative
changes to the policies enacted, in
other words, actions that the executive
branch can take immediately and laws,
legal changes, that the Congress must
adopt.

In the area of payments to skilled
nursing facilities, we expected to save
$9.5 billion through the Balanced Budg-
et Act, but the savings are now esti-
mated at $16.6 billion, more than half
again as much.

There are two administrative policies
that together have delayed payments
to nursing homes so severely that lit-
erally payrolls will not be met if relief
does not come soon, spelling closure for
good facilities providing compassionate
care.

First, HCFA needs to repeal sequen-
tial billing for nursing homes. The bal-
anced budget reforms required nursing
homes to coordinate and pay for all an-
cillary services given to Medicare pa-
tients in nursing homes, but the law
does not require sequential billing. If
one ancillary service provider is late in
submitting their bill, the nursing home
is late in submitting its bill to Medi-
care. This creates a domino effect of
payment delays when we require all of
May’s bills to be settled before June’s
bills can be looked at. HCFA, the Medi-
care administrator, has announced
that they are ending sequential billing
for home health agencies and they
should repeal this destructive and un-
fair policy for nursing homes. Pay-
ments for room, board and regular
services need to flow predictably as
they have in the past while the prob-
lems with the ancillary services billing
system are ironed out. This will pre-
vent the serious cash flow problems
that threaten small providers, particu-
larly small providers in our rural areas
and small cities.

Secondly, the administration must
speed up Medicare payment denials. In
my region, nursing homes are having
difficulty getting payment denials
from Medicare. The real world problem
for providers is that they cannot bill
other payers, such as Medicare or the
private sector, until they get a pay-
ment denial from Medicare. Yet they
are providing care month after month,
often borrowing money, accruing inter-
est charges and endangering their sol-
vency and licensure. We also need to
ensure that these denials are written in
clear language. Even when providers do
get letters of denial, the language is so
convoluted and legalistic that it is dif-
ficult to determine whether a payment
has been denied or not.

In addition to these two administra-
tive actions, which I urge the Health
Care Financing Administration to take
promptly to relieve the terrible strain
on nursing homes that threatens the
institutional survival of some, there
are legislative corrections to the Bal-
anced Budget Act that we must make
if quality care is to be maintained.

b 1615
First, we must fairly address the

issue of medically complex patients.
There is clear evidence that the pay-
ments under the nursing home prospec-
tive payment system are not sufficient
to pay for the medical needs of the
acutely ill patient.

The General Accounting Office testi-
fied before the Senate Finance Com-
mittee that, and I quote, certain other
modifications to the prospective pay-
ment system must be, may be appro-
priate because there is evidence that
payments are not being appropriately
targeted to patients who require costly
care. The potential access problems
that may result from underpaying for
high-cost cases will likely result in
beneficiaries staying in acute care hos-
pitals longer rather than foregoing
care, end quote.

Indeed, I have already heard about
this problem from the hospitals in my
district, yet we cannot expect hospitals
to continue to treat patients without
compensation simply because there is
not a nursing home that can afford to
care for them, nor can we expect nurs-
ing homes to accept patients for whose
care they will not be paid sufficiently.

The Health Care Financing Adminis-
tration has also testified about its con-
cern that the prospective payment sys-
tem, and I quote, does not fully reflect
the costs of non-therapy ancillaries
such as drugs for high acuity patients,
unquote. HCFA announced that they
were conducting research that will
serve as the basis for refinements to
the resource utilization groups that we
expect to implement next year.

It is good that HCFA has recognized
that we do not have the data to ac-
count for the cost of medications for
acutely ill patients, but gathering the
data for next year is not an acceptable
solution. We cannot ignore patients
and care providers who are facing seri-
ous problems now. We must take im-
mediate action to direct increased pay-
ments to the sicker patients or to
allow nursing homes to bill directly for
drugs until we have better data to re-
fine the payment system.

Secondly, we must exclude ambu-
lance, the cost of ambulance rides and
prosthetic devices from the current
payment system. When Congress
passed the prospective payment sys-
tem, we did not expect to require that
nursing homes cover the cost of ambu-
lance transport.

Fortunately, the Health Care Financ-
ing Administration has exempted sev-
eral types of ambulance transportation
from the payments, but they are still
requiring that nursing homes pay for
the cost of ambulance transport when
it is necessary as part of a patient’s
treatment plan. This requirement is
terribly burdensome for rural nursing
homes that face significant charges for
long ambulance trips. A rural nursing
home in my district gets $200 a day in
Medicare payments. An ambulance ride
to the nearest hospital costs $800. How
could such a home accept a dialysis pa-
tient who needs regular transportation
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to a dialysis facility for treatment? We
do not require the nursing home to pay
for the cost of dialysis treatment, but
we are requiring to pay for the trans-
portation associated with that treat-
ment.

The same is true for radiation treat-
ments. We should exclude these types
of transport charges from the prospec-
tive payment system and fold them
into the negotiated rulemaking process
that is currently under way to set an
ambulance fee schedule.

It is also difficult for a nursing home
to serve an amputee because of the
high cost of prosthetic devices. The
cost of these devices can often run
from 2 to $7,000. It is impossible for a
facility to accommodate this cost in
their 2 to $400 a day reimbursement
and still provide all the services nec-
essary for a patient to recover from an
amputation. The patient cannot get
the device while they are in the hos-
pital because their wound must re-
cover, and they cannot wait until they
have been discharged from the nursing
home because they must begin to use it
for therapy. So the nursing home must
find a way to pay for it, and that is im-
possible without losing thousands of
dollars on a case. That is unfair to both
patient and nursing home.

In sum, if the Health Care Financing
Administration moves swiftly to ad-
dress administrative problems that it
has the power to address and Congress
acts on legislative issues, we can both
meet the savings goal of the Balanced
Budget Act for nursing homes and not
lose the small homes that are truly at
risk of closure though they provide
wonderful care for our seniors.

And now to turn to hospital payment
problems which are too numerous to
detail here. Instead, I will mention
only some of the most troublesome.

First, the balanced budget amend-
ment projected savings of 48.9 billion
from hospital reimbursements.

Currently the Congressional Budget
Office projects savings of 52.6 billion.
So the savings are being made in spite
of major payment cuts in the law that
have not yet gone into effect and now,
I believe, are inappropriate. In fact,
without relief, current law will dra-
matically escalate cuts in hospital re-
imbursements and severely damage our
community hospitals as well as the
medical centers on which we rely for
sophisticated expertise, research into
new treatments, training of new physi-
cians and a great deal of uncompen-
sated care for uninsured and low-in-
come patients.

First, we must repeal the transfer
policy. Hospitals are currently paid
based on the average cost for caring for
a patient with a specific disease. Natu-
rally the facility will have some pa-
tients whose treatment requires them
to stay longer than the average and
some that will be able to be discharged
earlier than the average. The dif-
ference in the cost to the hospital of
the longer- and shorter-stay patients
works well over all. The incentive is to

reduce the length of stay by getting pa-
tients to the most appropriate care set-
ting, and this payment structure has
indeed reduced the length of hospital
stays dramatically.

Starting in the Balanced Budget
Amendment, however, through enact-
ment of the transfer policy, we began
to send hospitals a completely dif-
ferent message about how they treat
patients by reducing payment for pa-
tients referred to nursing homes, long-
term care hospitals or home health
agencies. We know that the bulk of the
cost of hospital care is eaten up in the
first few days of admission in which a
procedure is done and tests are per-
formed. Yet the transfer policy revokes
the full prospective payment for the
hospital and instead pays them at a
lower per diem rate if a patient is
transferred to another facility to re-
cover or even to home care.

This policy must be repealed because
it works against the positive incentives
of the prospective payment system
which has successfully over time re-
duced the length of hospital stays by
providing less costly alternatives for
recovery. Ironically, if a patient tells
the hospital discharge planner that
they have a relative who can care for
them at home but that care-giver be-
comes overwhelmed or their cir-
cumstances change and they cannot
provide home care, the transfer policy
penalizes the hospital by reducing its
payments simply because the patient
now legitimately needs home care serv-
ices. That is unfair to the patient and
to the hospital.

In addition to repealing the transfer
policy, which we must do legislatively,
the Health Care Financing Administra-
tion must not go forward with a 5.7 per-
cent cut in reimbursements for out-
patient services, which was clearly not
intended by Congress. The Health Care
Financing Administration’s interpreta-
tion of the law would effectively imple-
ment a 5.7 percent across-the-board cut
in payments to outpatient depart-
ments. That would be a heavy cut.

It is clearly inconsistent with Con-
gress’ intent and threatens to undercut
support for what had been a delicately
balanced policy compromise. The
House and Senate language in the 1997
bills was identical regarding our out-
patient policy clearly precluding this
payment reduction, and the conference
report reiterated that no change was
intended.

Further, the 1997 bill included a 7.2
billion outpatient payment reduction,
but no additional payment reductions
were discussed nor contemplated by
Congress nor were analyzed or scored
by the Congressional Budget Office.
Congress’ intent throughout a very
long process was very clear that total
payment to hospitals for outpatient
services was to be budget neutral to a
clearly identified new baseline in the
law that did save money.

No additional hospital outpatient
payment reduction of the type outlined
in the notice of proposed rulemaking

was contemplated. The department
should carry out Congress’ clear intent
and withdraw the proposed rule. It
would be inappropriate and destructive
to impose 850 million per year of addi-
tional payment cuts on hospital out-
patient departments. Seventy-seven
Senators have signed a letter to the
Health Care Financing Agency saying
just this, and I am seeking your signa-
tures on a similar letter to get this
problem addressed now.

Thirdly, the Health Care Financing
Administration must recognize the
true cost of cancer drugs in the out-
patient prospective payment system.
The Medicare Payment Advisory Com-
mission has reported to Congress a con-
cern that the method of developing
payments under the outpatient PPS
system is likely to overpay for some
services, and I quote, ‘‘and underpay
for others,’’ unquote. HCFA has devel-
oped payments on aggregate failing to
recognize the high costs associated
with individual patients. This has a
particularly dramatic impact on can-
cer treatments.

HCFA’s current proposed rule fails to
recognize the complexities of chemo-
therapy, individual drug costs, and
most importantly, differing medical
needs of cancer patients. As a result,
the new system will create financial
incentives that may lower the quality
of care available to cancer patients and
restrict their access to care. HCFA
needs to follow MEDPAC’S rec-
ommendations and adjust the out-
patient payment system to reflect the
complexity of care within hospital out-
patient departments.

Fourthly, HCFA must recognize the
higher cost of treating patients in can-
cer institutes. There are 10 cancer cen-
ters throughout the country that are
distinguished from other acute-care
hospitals because they are devoted ex-
clusively to the treatment of cancer
patients. These facilities provide the
most up-to-date cancer treatments
available, are on the cutting edge of re-
search, develop many of their new
treatments for patients, and are now
treating 50 percent of their cancer pa-
tients in the outpatient setting, reduc-
ing the cost of providing care.

We have recognized them as distinct
hospitals by making them exempt from
the acute-care perspective payment
system, and in the Balanced Budget
Act we directed HCFA to consider es-
tablishing a separate payment method-
ology for cancer centers. HCFA has
failed to do this in their proposed regu-
lation, and their initial analysis of the
new payment system is that payments
to cancer centers will fall by one-third
compared to a 5 percent decline across
all hospitals.

MEDPAC has recognized this prob-
lem and recommended that HCFA mod-
ify its payment rationale to better re-
flect the needs of cancer center out-
patient departments. Such administra-
tive remedies are extremely important
to preserving access to high-quality
care in outpatient and cancer centers;
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but as important as they are to stem-
ming overly severe cuts and hospital
reimbursements legislative action is
also required.

First, we must pass a stop-loss bill to
prevent sudden and deep cuts in out-
patient payments. According to
MEDPAC, Medicare paid hospitals only
90 cents for each dollar of outpatient
care provided prior to the 1997 Bal-
anced Budget Act. The balanced budget
has further reduced this to 82 cents for
every dollar. Once the proposed out-
patient PPS system is in place, hos-
pitals will lose an additional 5.7 per-
cent on average if the administration
does not act in accordance with Con-
gress’ intention.
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And some hospitals will be impacted

even further.
More than half the Nation’s major

teaching hospitals would lose more
than 10 percent, and nearly half of our
rural hospitals would lose more than 10
percent. Catastrophic losses would be
experienced in some individual hos-
pitals.

For example, large hospitals in Iowa
and New Hampshire, will immediately
lose 14 to 15 percent of Medicare out-
patient revenue. Other large, urban
hospitals in Missouri, Massachusetts,
Wisconsin, Florida, and California will
lose 20 to 40 percent. Some small rural
hospitals in Arkansas, Kansas, Mis-
sissippi, Washington, and Texas will
lose more than 50 percent of their
Medicare revenue.

We must enact legislation to limit
the amount of losses that any hospital
sustains. As more treatments are mov-
ing into the outpatient setting, we sim-
ply cannot expect hospitals to absorb
losses of 15 percent and more. Legisla-
tion to limit losses will ensure that
hospitals will still be able to treat pa-
tients, and Medicare will secure the
savings it needs to remain solvent in
the short term.

Secondly, we must legislatively pre-
vent any further cuts in the dispropor-
tionate share of hospital payments.
Many hospitals’ emergency depart-
ments are the only option for people
without health insurance, because they
cannot refuse to see patients. With the
increasing number of uninsured Ameri-
cans, hospitals are bearing an increas-
ing burden. Congress must reassess our
cuts in disproportionate share of pay-
ments in light of the increasing num-
ber of uninsured, by freezing payments
at their present levels.

Thirdly, we must increase the hos-
pital update to reflect the costs of pre-
paring for Y2K. MEDPAC has rec-
ommended that hospitals receive one-
half to a 1 percent increase in their op-
erating payments to account for the
need to update information systems
and medical devices to become Y2K
compliant, year 2000 compliant. Per-
haps more than any other industry,
hospitals have had to spend significant
amounts of money to update their sys-
tems because of the wide variety of de-
vices and systems that they deal with.

I have talked with hospitals in my
district that have had to replace entire
systems and devices ahead of schedule
to ensure that they will continue to op-
erate after the clock strikes midnight
at the close of this year. The replace-
ments range from simple devices such
as IV pumps to costly systems such as
a monitoring system in the intensive
care unit. It is important to note that
the ICU monitoring system was only 8
years old and was not due to be re-
placed, but the Y2K computer glitch
possibility made replacement nec-
essary.

The Y2K problem is not something
that hospitals could have planned in
their operating and capital budgets a
few years ago, but it is something they
cannot afford to ignore.

The American Hospital Association
survey of their membership shows that
member hospitals will spend $8.2 bil-
lion to become Y2K compliant. We
should follow MEDPAC’s recommenda-
tion to increase reimbursements to
hospitals to reflect these additional
costs.

Finally, immediate attention must
be paid to the needs of our great teach-
ing hospitals. These institutions have
been particularly hard hit because they
are affected by essentially all of the
Balanced Budget Act changes, while
most institutions are only affected by
a few provisions. They deal with a
large number of uninsured, have more
acutely ill patients, because they serve
as regional referral centers. They must
train the specialists of the future and
maintain cutting-edge technology. And
they must use National Institutes of
Health grants which require a 25 per-
cent match from the institution to do
the clinical research that we so deeply
depend upon.

Madam Speaker, we must look at the
way that all the payment changes
adopted are affecting these hospitals
and provide relief in this Congress.

Lastly, let us turn to home health
agencies. In this sector, we projected
that the Balanced Budget Act would
save $16 billion. We have now realized
savings of $48.8 billion, more than any
other area. The Balanced Budget Act
imposed significant changes on the
home health industry, and we achieved
the greatest savings in this area. I be-
lieve the high savings reflects the use-
ful work of the Fraud and Abuse Unit,
but through talking to my providers, I
know a lot of nonpayment lurks behind
that $48.8 billion figure, and good agen-
cies are on the brink of closure from
both administrative actions by the
government and the balanced Budget
Act’s effects.

First, having saved more than double
the intended goal in home health serv-
ices, we need to eliminate the threat of
the 15 percent further additional reduc-
tion that will take place on October 1
in the year 2000.

While we put the 15 percent reduction
in the system to ensure that there
would be sufficient savings, we should
remove the 15 percent, because the nec-

essary savings have been achieved,
completely eliminating the 15 percent
reduction. If we are to assure our sick-
est seniors that home health services
will continue to be available, will be
expensive, about $7 billion over 5 years.
But we should be able to accomplish
this out of the savings that we have al-
ready generated, which are now mak-
ing the surplus larger than expected.

We must also increase slightly the
per-patient reimbursement limit, and
the administration must stop the
waste of revenues, the scandalous
squandering of our resources that is
taking place as a result of the high re-
view rate in these agencies. It is a
technical problem. It is administrative,
but it is taking nurses away from care.
It is raising administrative costs at an
unprecedented rate, and HCFA must
address this terrible problem of the
high rate of post-payment reviews.

Lastly, we must raise the $1,500 cap
on rehabilitative therapy services for
both home health care providers and
nursing homes. The Balanced Budget
Amendment implemented two caps on
outpatient rehabilitative therapy serv-
ices, a $1,500 cap for occupational and
physical therapy, and a $1,500 cap for
speech therapy. This is an arbitrary
dollar limit that does not take into ac-
count the severity of a patient’s ill-
ness. While this cap may be sufficient
to provide services to many seniors,
there are those who have multiple con-
ditions or who have more than one ill-
ness in a career that quickly exceeds
the $15,000 allowed and must pay them-
selves or go to hospital outpatient de-
partments.

The Health Care Financing Adminis-
tration has identified this problem in
testimony before the Senate Finance
Committee, and I quote: ‘‘We continue
to be concerned about these limits, and
are troubled by anecdotal reports
about the adverse impact of these lim-
its. Limits on these services of $1,500
may not be sufficient to cover nec-
essary care for all beneficiaries.’’

HCFA has directed the Inspector
General to study the cap to assess
whether any adjustments to the cap
should be made. MEDPAC has also ex-
pressed concern in this area. We need
to get relief to the patients most in
need, and not let them slip through the
cracks.

This has been a long and sometimes
technical Special Order; however, its
message is simple. There are real, seri-
ous problems in today’s Medicare pro-
gram that are affecting care for seniors
and threatening the future of some of
our most beloved community hospitals,
nursing homes, doctors’ practices, and
visiting nurses associations. We need
to address these problems now, not
next year, through targeted, imme-
diate relief and through strong action.

Congress must act now. The adminis-
tration must act now. At stake, I be-
lieve, is quality care for our seniors
and indirectly for all of us who rely on
our community hospital and commu-
nity providers.
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Mr. Speaker, I ask my colleagues to

please join me in this crusade for ac-
tion.

f

HCFA INTERPRETATION OF THE
BALANCED BUDGET ACT AND
ITS EFFECTS ON THE HEALTH
CARE INDUSTRY
The SPEAKER pro tempore (Mrs.

BIGGERT). Under a previous order of the
House, the gentleman from Kentucky
(Mr. FLETCHER) is recognized for 5 min-
utes.

Mr. FLETCHER. Madam. Speaker, I
appreciate the opportunity to speak
after the gentlewoman from Con-
necticut (Mrs. JOHNSON), and I cer-
tainly concur with the things that she
said.

I am getting ready to catch my flight
back to Kentucky, actually, just in
probably about an hour.

Madam Speaker, I just got a call
from one of the nursing home compa-
nies back in Kentucky, and I have vis-
ited multiple of these nursing home
units in Kentucky, as well as our rural
hospitals and our teaching hospital at
the University of Kentucky.

I think as we look at what interpre-
tation HCFA has taken of the Balanced
Budget Act of 1997, I think we have
some critical problems that are facing
our Nation, especially in the care of
our elderly. We see that our rural hos-
pitals are having trouble; several of
them are looking at the possibility of
closing their doors. We have nursing
homes that are going bankrupt; even
nursing homes that are run by faith-
based organizations, church groups
where they really have contributions
in addition to what they receive from
reimbursements from Medicare and
Medicaid.

Yet we found that, with the very dra-
conian interpretation of the Balanced
Budget Act of 1997, we have such a re-
duction that even these operations
that have operated very efficiently, not
trying to defraud in any way, have
been unable to really provide the serv-
ices or to continue to provide the serv-
ices that are needed for our senior citi-
zens.

So I think it is incumbent upon us in
Congress and to call upon HCFA and
the President to make sure that they
relook at the Balanced Budget Act of
1997 and HCFA’s interpretation of that.
I would also like to work with the Con-
gress and make sure that we address
this very critical problem, that we ad-
dress the needs of our senior citizens.

As I talked to this one business
owner who was very distraught, they
have worked very hard at a family
business to provide the kind of care
that is needed for our senior citizens;
and yet, when I see what a misinter-
pretation of the balanced budget has
done in their capability of providing a
business, they provide over 1,900 jobs in
a business that has grown over several
years to provide excellent health care
in the long-term care business.

And I see that what the interpreta-
tion has done is caused the possibility

of driving that company into bank-
ruptcy, affecting the care of a number
of people, especially in my district, in
the 6th district of Kentucky, and it has
certainly affected their ability to pro-
vide the jobs and to provide the care
that is needed.

Madam Speaker, I just wanted to
take this opportunity to share my con-
cerns that I certainly share with the
gentlewoman from Connecticut that
have been stated here previously.

f

LEAVE OF ABSENCE

By unanimous consent, leave of ab-
sence was granted to:

Mr. GOODE (at the request of Mr.
GEPHARDT) for today and August 2 on
account of a death in the family.

Mr. LUTHER (at the request of Mr.
GEPHARDT) for today on account of a
family commitment.

Mr. ORTIZ (at the request of Mr. GEP-
HARDT) for today on account of per-
sonal reasons.

f

SPECIAL ORDERS GRANTED

By unanimous consent, permission to
address the House, following the legis-
lative program and any special orders
heretofore entered, was granted to:

(The following Members (at the re-
quest of Mr. FILNER) to revise and ex-
tend their remarks and include extra-
neous material:)

Mr. PALLONE, for 5 minutes, today.
Mr. TANNER, for 5 minutes, today.
Mr. FILNER, for 5 minutes, today.
Ms. HOOLEY of Oregon, for 5 minutes,

today.
Mrs. CLAYTON, for 5 minutes, today.
Mr. TURNER, for 5 minutes, today.
(The following Members (at the re-

quest of Mr. FOSSELLA) to revise and
extend their remarks and include ex-
traneous material:)

Mr. KASICH, for 5 minutes, today.
Mr. FOSSELLA, for 5 minutes, today.

f

ADJOURNMENT

Mr. FLETCHER. Mr. Speaker, I move
that the House do now adjourn.

The motion was agreed to; accord-
ingly (at 4 o’clock and 43 minutes
p.m.), under its previous order, the
House adjourned until Monday, August
2, 1999, at 12:30 p.m. for morning hour
debates.

f

EXECUTIVE COMMUNICATIONS,
ETC.

Under clause 8 of rule XII, executive
communications were taken from the
Speaker’s table and referred as follows:

3275. A letter from the Administrator, Ag-
ricultural Marketing Service, Department of
Agriculture, transmitting the Department’s
final rule—Tart Cherries Grown in the
States of Michigan, et al.; Additional Option
for Handler Diversion and Receipt of Diver-
sion Credits [Docket No. FV99–930–1 FIR] re-
ceived June 24, 1999, pursuant to 5 U.S.C.
801(a)(1)(A); to the Committee on Agri-
culture.

3276. A letter from the Assistant Secretary,
Pension and Welfare Benefits Administra-
tion, Department of Labor, transmitting the
Department’s final rule—Interpretive Bullet
99–1; Payroll Deduction Programs for Indi-
vidual Retirement Accounts (RIN: 1210–
AA70) received June 24, 1999, pursuant to 5
U.S.C. 801(a)(1)(A); to the Committee on Edu-
cation and the Workforce.

3277. A letter from the Acting Director,
Professional Responsibility Advisory Office,
Department of Justice, transmitting the De-
partment’s final rule—Ethical Standards for
Attorneys for the Government [AG Order No.
2216–99] received June 24, 1999, pursuant to 5
U.S.C. 801(a)(1)(A); to the Committee on the
Judiciary.

3278. A letter from the Program Analyst,
Office of the Chief Counsel, FAA, Depart-
ment of Transportation, transmitting the
Department’s final rule—Airworthiness Di-
rectives; Boeing Model 777 Series Airplanes
[Docket No. 99–NM–113–AD; Amendment 39–
11230; AD 99–15–10] (RIN: 2120–AA64) received
July 22, 1999, pursuant to 5 U.S.C.
801(a)(1)(A); to the Committee on Transpor-
tation and Infrastructure.

3279. A letter from the Program Analyst,
Office of the Chief Counsel, FAA, Depart-
ment of Transportation, transmitting the
Department’s final rule—Airworthiness Di-
rectives; deHavilland Inc. Models DHC–2 Mk.
I, DHC–2 Mk. II, and DHC–2 Mk. III Airplanes
[Docket No. 99–CE–05–AD; Amendment 39–
11226; AD 99–15–07] (RIN: 2120–AA64) received
July 22, 1999, pursuant to 5 U.S.C.
801(a)(1)(A); to the Committee on Transpor-
tation and Infrastructure.

3280. A letter from the Program Analyst,
Office of the Chief Counsel, FAA, Depart-
ment of Transportation, transmitting the
Department’s final rule—Airworthiness Di-
rectives; MD Helicopters, Inc (MDHI) Model
369D and E Helicopters [Docket No. 99–SW–
40–AD; Amendment 39–11228; AD 99–13–09]
(RIN: 2120–AA64) received July 22, 1999, pur-
suant to 5 U.S.C. 801(a)(1)(A); to the Com-
mittee on Transportation and Infrastruc-
ture.

3281. A letter from the Program Analyst,
Office of the Chief Counsel, FAA, Depart-
ment of Transportation, transmitting the
Department’s final rule—Amendment to
Class E Airspace; Ottawa, KS [Airspace
Docket No. 99–ACE–21] received July 22, 1999,
pursuant to 5 U.S.C. 801(a)(1)(A); to the Com-
mittee on Transportation and Infrastruc-
ture.

3282. A letter from the Program Analyst,
Office of the Chief Counsel, FAA, Depart-
ment of Transportation, transmitting the
Department’s final rule—Revision of Class D
and Class E Airspace; Cannon AFB, Clovis,
NM [Airspace Docket No. 99–ASW–02] re-
ceived July 22, 1999, pursuant to 5 U.S.C.
801(a)(1)(A); to the Committee on Transpor-
tation and Infrastructure.

3283. A letter from the Program Analyst,
Office of the Chief Counsel, FAA, Depart-
ment of Transportation, transmitting the
Department’s final rule—Standard Instru-
ment Approach Procedures; Miscellaneous
Amendments [Docket No. 29642; Amdt. No.
1940] received July 22, 1999, pursuant to 5
U.S.C. 801(a)(1)(A); to the Committee on
Transportation and Infrastructure.

3284. A letter from the Program Analyst,
Office of the Chief Counsel, FAA, Depart-
ment of Transportation, transmitting the
Department’s final rule—Standard Instru-
ment Approach Procedures; Miscellaneous
Amendments [Docket No. 29641; Amdt. No.
1939] received July 22, 1999, pursuant to 5
U.S.C. 801(a)(1)(A); to the Committee on
Transportation and Infrastructure.

3285. A letter from the Program Analyst,
Office of the Chief Counsel, FAA, Depart-
ment of Transportation, transmitting the
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